The COVID-19 outbreak is by far the biggest global crisis that has plagued humanity in recent decades. Although the source of the crisis is health-related (<https://www.who.int/>), its effects on individuals are numerous: economical, educational, familial, and mental.

In this article, we aim to assess the level of state, or situational anxiety (as opposed to trait anxiety), which reflects responses to the changing reality during the COVID-19 outbreak. Earlier surveys focused their attention on various mental health complaints in different countries, calling attention to global anxiety reactions (Kang et al. [@CR12]; Shigemura et al. [@CR23]; Torales et al. [@CR25]). Recognizing that levels of situational anxiety are dependent upon stressful situations (Bradley [@CR3]; Endler and Kocovski [@CR6]; Folkman and Lazarus [@CR9]; Raffety et al. [@CR21]; Spielberger et al. [@CR24]), we explored different types of state anxiety in three different countries during the COVID-19 crisis---the USA, the UK, and Israel---in April 2020, a peak time in the outbreak.

We postulated that, although the source of current crisis is health-related and, hence, should result in health-related anxiety, there are additional sources of anxiety that may have a similar or greater effect. Specifically, we focused on the monetarist threat for the stability and security of personal finances. Literature on financial threat asserts that people are fearful and highly stressed during economic downturns, with young people being disproportionately affected (Fiksenbaum et al. [@CR8]; Marjanovic et al. [@CR15]).

According to the American Psychology Associations 'stress in America report', economy is a major stressor among Americans (APA [@CR1]). Financial stress has influence on psychological distress which was found to then impact different areas of life, for example social relationships (Ferraro and Su [@CR7]) family relationships (Prawitz et al. [@CR20]), and researchers also established the relation between financial stress and health (O\'Neill et al. [@CR19]; Hanratty et al. [@CR11]). For that reason, it is highly important to identify and treat economic anxiety. Although economic anxiety is often caused by a given external reality, such as an economic crisis in the market, proper treatment will prevent a psychological strain and improve resilience and coping.

We focused on the following four sources of anxiety during the COVID-19 crisis: health-related anxiety, economic-related anxiety, daily routine-change anxiety, and anxiety generated by social isolation. Specifically, we hypothesized that, across all three countries, economic anxiety would have a similar or greater effect, compared to health anxiety.

We also expected that the level of general state anxiety in each of the countries would reflect the objective status of the virus's spread and the level of disruption to individuals' employability and course of life. At the time of measurement, the country with the highest number of confirmed cases and deaths was the USA. (According to the World Health Organization COVID-19 Dashboard \[<https://covid19.who.int/>\], in the USA, there were 395,000 confirmed cases of COVID-19, with 12,740 deaths, at the time of measurement.) The UK was also experiencing a major outbreak, especially in terms of the high death rate from the number of confirmed cases (60,737 confirmed cases of COVID-19, with 7097 deaths in the UK, at that time). In Israel, the outbreak spread more slowly (9404 confirmed cases of COVID-19, with 71 deaths in Israel at the time of measurement), but the restrictions on residents were similar to those in the UK and USA.

Thus, state anxiety should be higher in the UK/USA, compared with Israel. Finally, in light of the stressful effect of quarantine (Brooks et al. [@CR5]), we expected that, across all countries, quarantined individuals will report higher levels of anxiety.

Methods {#Sec1}
=======

Participants and Procedure {#Sec2}
--------------------------

One thousand and two hundred participants were sampled through a convenience sample, with 400 participants in each country: the USA (170 males and 230 females, age ranged between 18 and 75 years, *M*~age~ = 33.68, SD~age~ = 10.72), the UK (198 males, 200 females, and 2 missing, age ranged between 18 and 76 years, *M*~age~ = 34.27, SD~age~ = 11.76), and Israel (92 males and 308 females, age ranged between 18 and 79 years, *M*~age~ = 40.92, SD~age~ = 14.13).

In the USA and UK, participants were gathered through a prolific panel (online participant recruitment platform) for monetary compensation. In Israel, participants were gathered through social networks on a voluntary basis. Participants in Israel completed a Hebrew version of the questionnaire which was translated and back-translated.

Measures {#Sec3}
--------

### COVID-19 State Anxiety Sources {#FPar1}

State anxiety related to the COVID-19 outbreak was measured by the three anxiety-present items (\#3, 6, and 17) of the 6-item short-form taken from the state scale of the Spielberger State-Trait Anxiety Inventory (STAI): "I am tense", "I feel upset", and "I am worried" (Marteau and Bekker [@CR16]). The items were modified to match the following four anxiety sources: health, economic, routine-change, and isolation. For example, the item "I am tense" was modified to the following four items: "I am tense about the possibility of getting sick or that I already was sick with Corona" (health state anxiety); "I am tense about my economic situation" (economic state anxiety); "I am tense by the fact that my routine has changed" (routine-change state anxiety); and "I am tense about my loneliness" (isolation state anxiety).

The other two state anxiety-present items ("I feel upset" and "I am worried") were adjusted accordingly, to create a scale consisting of four subscales of state sources of anxiety (health, economic, routine-change, and isolation), with three items in each subscale (for a total of 12 items). All four of the subscales demonstrated good internal reliability (health α = .91; economic α = .94; routine-change α = .93; isolation α = .96). The items were presented on a 7-point Likert scale. See Appendix [A](#MOESM1){ref-type="media"}, in the [online supplementary material](https://drive.google.com/file/d/1kPgUSgTBhyQOhIcFVBMzDhvtcEE3x5vP/view?usp=sharing).

### General State Anxiety {#FPar2}

General level of state anxiety was measured by the following single item: "Most people feel anxious these days. How much do you feel anxious these days?" Participants responded to this item on a 7-point Likert scale, ranging from 1 (not at all) to 7 (very much so).

### General Questions {#FPar3}

Participants also reported on age, gender, and whether, at the time of their participation, they were quarantined.

Results {#Sec4}
=======

Table [1](#Tab1){ref-type="table"} presents descriptive statistics, including correlations between variables, means, and standard deviations. First, we expected that general state anxiety levels would match the virus's spread by country. In that sense, it was expected that, in countries with high numbers of confirmed COVID-19 cases or an increased death rate, the level of state anxiety would be higher. On the day that we finalized data collection (9 April 2020), according to the World Health Organization statistics dashboard (<https://who.sprinklr.com/>), the USA had the highest number of confirmed cases, and, in the UK, the death rate per confirmed cases was high. Thus, we expected that the state anxiety rate in the USA and the UK would be higher, compared to Israel.Table 1Correlations among the variablesVariableGAHAEARAIAQUAgeGA.619\*\*.399\*\*.528\*\*.439\*\*−.271\*\*−.160\*\*HA.355\*\*.409\*\*.310\*\*−.204\*\*−.075\*\*EA.487\*\*.368\*\*−.139\*\*−0.156\*\*RA.549\*\*−.199\*\*−.170\*\*IA−.215\*\*−.175\*\*QU.205\*\*Mean4.613.944.023.712.78--36.79SD1.651.651.841.721.8--12.71Notes*\*p \< .05, \*\*p \< .01.GA* = General state anxiety item; *HA* = Health state anxiety; *EA* = Economic state anxiety; *RA* = Routine-change state anxiety; *IA* = Isolation state anxiety; *QU* = Quarantine--yes/no, dummy variable 0 for "yes", 1 for "no"

To examine this hypothesis, we employed a contrast analysis in the context of a General Linear Modeling (GLM) analysis, where the outcome was General State Anxiety and the predictors were country, gender, age, and quarantine. We compared, on an a priori basis, Israel to the UK and USA (2, − 1, − 1), and found that this contrast was statistically significant (*F*\[1, 1192\] = 255.98). Israeli participants exhibited lower levels of general anxiety (*M* = 3.51, SD = 1.61), compared to the UK (*M* = 5.16, SD = 1.35) and USA (*M* = 5.15, SD = 1.41). An orthogonal contrast coding comparing the UK to the USA only (0, 1, − 1) was non-significant (*p* = .28). In addition to these contrasts, the following predictors evinced a statistically significant effect: gender (*F*\[1, 1192\] = 36.38, wherein women were more anxious than men) and being placed in quarantine (*F*\[1, 1192\] = 9.95, wherein individuals in quarantine were more anxious than those who were not in quarantine).

Our main hypothesis was that, although the current COVID-19 crisis is clearly a health-related crisis, other sources of state anxiety would emerge in other areas of life affected by this stress: economic, routine-change, and isolation. Specifically, our hypothesis was that economic anxiety would have a similar or greater effect, compared to health anxiety, across all three countries.

To test this hypothesis, we employed a contrast analysis in the context of a Repeated Measure General Linear Modeling (GLM) analysis, where the repeated measure outcome was the four sources of anxiety: health, economic, routine-based, and isolation. Furthermore, the predictors were country, age, gender, general anxiety, and quarantine. We compared, on an a priori basis, health and eeconomic anxiety to routine-change and isolation anxiety (1, 1, − 1, − 1). This contrast was statistically significant (*F*\[1, 1191\] = 227.39, *p* \< .001). As shown in Fig. [1](#Fig1){ref-type="fig"}, levels of health and economic anxiety were higher than levels of routine-change and isolation anxiety. An orthogonal contrast comparing economic (1) and health (− 1), irrespective of routine-based (0) and isolation (0) anxiety was non-significant (*p* = .28). In contrast, an orthogonal contrast comparing routine-based (1) vs. isolation (−1), irrespective of health (0) and economic (0) anxiety, yielded a statistically significant effect, favoring routine-change anxiety (*F*\[1, 1191\] = 267.46, *p* \< .001). In addition to these contrasts, the following predictors evinced a statistically significant effect: country (*F*\[2, 1191\] = 3.71, *p* \< .05, favoring the UK/USA over Israel) and quarantine (*F*\[1, 1191\] = 11.23, *p* \< .001; favoring being quarantined). Both age and general anxiety also exhibited an effect, but both were qualified by an interaction with the repeated measure outcome (*F*\[3, 3573\] = 6.78, *p* \< .001; and *F*\[3, 3573\] = 8.93, *p* \< .001, for age and general anxiety, respectively). As reported in Table [2](#Tab2){ref-type="table"}, inspection of unique associations revealed that age was inversely related to economic anxiety, routine-based anxiety, and isolation anxiety. General anxiety was differentially associated with the four anxiety sources: health, economic, routine-change, and isolation.Fig. 1Economic anxiety is shown to be as high as health anxietyTable 2Age and general anxiety exhibited interaction with the repeated measure outcomeAgeGeneral anxietyEconomic anxiety*b*− 0.010.44*S.E.*0.0030.03*t*− 3.6813.08*beta*− 0.10.39*p* \<0.010.001Health anxiety*b*0.62*S.E.*0.02*t*24.09*beta*0.62*p* \<0.001Routine change anxiety*b*− 0.010.52*S.E.*0.0030.02*t*− 3.1817.93*beta*− 0.080.5*p* \<0.010.001Isolation anxiety*b*− 0.010.47*S.E.*0.0030.03*t*− 3.9414.75*beta*− 0.10.43*p* \<0.0010.001

Discussion {#Sec5}
==========

We examined the sources of participants' state anxiety, in three different countries---the USA, the UK, and Israel---at the peak of a global crisis: the COVID-19 outbreak. Four sources of state anxiety were examined: health, financial, routine-change, and isolation. The UK and USA were in the midst of experiencing a major outbreak whereas in Israel there was relative control of the outbreak. The impact on the residents, at the individual level, was high in all countries (social restrictions, economic impact, etc.).

We found that the level of general state anxiety corresponded to the epidemic's spread: it was higher in the UK/USA than in Israel. We also found that, in all three countries, the level of economic anxiety was equal in intensity to the level of health anxiety. Thus, although the crisis originated in the health context, our subjects reported high levels of economic anxiety to the same extent. Routine-change and isolation state anxiety, on the other hand, were lower. Finally, as expected (Brooks et al. [@CR5]), quarantine was related to increased general, health, economic, routine-change, and isolation state anxiety.

Economic anxiety is a very serious predicament. As noted above, it is highly prevalent, particularly among younger individuals who are in a developing stage of their lives (Fiksenbaum et al. [@CR8]; Marjanovic et al. [@CR15]). A recent article by Joiner and colleagues highlights the devastating mental health consequences emanating from economic crises related to the shutdown of businesses and workplaces due to the spread of COVID-19 (Reger et al. [@CR22]), predicting a surge of suicidality, subsequent to this crisis. Our findings suggest that this is exactly what the public is experiencing, at least in Israel, the UK, and the USA, countries with very different levels of COVID-19 threat and correspondingly different levels of general situational anxiety. Policy makers are strongly encouraged to consider this severe distress and to attend to the public's economic concerns, and clinicians are encouraged to develop specific, evidence-based interventions aimed at alleviating this source of anxiety.

The emerging field of 'financial therapy' stems from the system theory that offers a broad look at the different systems in which the individual operates. Researchers propose to combine clinical and financial consulting with much caution, and to possibly collaborate in the field of economic and psychological counseling to the benefit of the client (Gale et al. [@CR10]).

Financial counseling, or financial therapy, is a relatively new practice which combines therapeutic and financial competencies. Therefore, new therapy methods aimed at both stress and actual financial relief are developed (Britt et al. [@CR4]). Most of these methods focus on behavioral change (Nelson et al. [@CR18]). For example, 'Solution-Focused Financial Therapy' (SFFT) which is a goal focused therapy for financial stress relief (Archuleta and Grable [@CR2], Archuleta et al. [@CR2]). 'Relational financial therapy' is a collaborative method combining co-therapy of family therapists and financial planners (Kim et al. [@CR13]).

Other methods are utilizing more 'in-depth' approaches offering to change beliefs about money. For example, Klontz and Britt ([@CR14]) have identified core beliefs about financial status (called 'money scripts') which are unconscious and usually developed during childhood. By identifying and changing beliefs about money scripts, a change in financial behavior can emerge. Similarly, others offer to identify family patterns related to handling finances and treat the stress and anxiety through narrative therapy related to the emerging financial family patterns (Nelson et al. [@CR18]).

Finally, CBT has been proposed as an effective method of treating maladaptive financial behavior (Nabeshima and Klontz [@CR17]). CBT-based methods partly focus on changing thoughts or beliefs that are self-defeating thoughts and partly focus on providing tools and strategies for coping more effectively with the financial stress. CBT was offered as a treatment for financial hoarding, gambling, compulsive buying etc. (Nabeshima and Klontz [@CR17]). Future research should examine the effectiveness of CBT to treat financial anxiety that is triggered by a stressful financial event such as a financial crisis.

Limitations of this study include the cross-sectional design, which limits causal inference, the exclusive use of causal inference, the exclusive reliance of self-report measures, and an online recruitment which limits generalizability. Note, however, that causality is not at the forefront of our study, that self-report measures are the customary way to assess anxiety, and that online recruitment is increasingly used in research, and is arguably the only possible way to recruit under the outbreak. Study strengths include comparing three countries, examining four sources of COVID-19-related anxiety, and a clear pattern of results. Hopefully, our findings will encourage further research into the potentially devastating consequences of economic anxiety.
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